Introduction
The scrotum is a seven layer structure that invests the testes, adnexa, and distal spermatic cord. The seven layers are the epidermis, dermis, tunica dartos, three layers of Colle's fascia and the parietal layer of tunica vaginalis.
1 Tumors have been reported to arise out virtually from any of the components of the scrotal wall. 2 The incidence of scrotal malignancies is extremely low. 3 Squamous cell carcinoma is the most common malignant tumor of the scrotum; however, rare cases of basal cell carcinoma, melanoma, Paget's disease and sarcoma have been reported. 4 Squamous cell carcinoma of the scrotum is extremely rare in the general population. 5 Squamous cell carcinoma of the scrotum was the first malignancy linked to occupational exposure. 6 Previously, it most commonly resulted from exposure to environmental carcinogens such as chimney soot, tars, paraffin, and some petroleum products. Currently most cases result from poor hygiene and chronic inflammation. 4 Used engine oils have elevated polycyclic aromatic hydrocarbons which tend to be greater for petrol engines than for diesel engine. Prolonged and repeated contact with such oils can cause skin and scrotal cancer. Car mechanics are at potential risk from used engine oil. 7 The overall survival rate is worse in patients with squamous histological subtype, compared with other subtypes of scrotal cancer. 8 Typically scrotum carcinoma occurred in the sixth decade of life, presenting with a visible skin lesion, slow-growing and painless nodule. 9 Wide local excision with bilateral ilioinguinal lymphadenopathy is treatment of choice, with more limited surgery advocated in early cases. 10 Prognosis correlates with the extent of nodal involvement. 11 Only 25% of inguinal nodes at presentation are metastatic. 12 In this article, we report two cases of carcinoma scrotum.
Case Report 1-A 40 year male presented at surgical out-patient department of Muzaffarnagar Medical College and Hospital on October 2013, with a non-healing ulcer at the upper part of scrotum on right side, which did not respond to antibiotic therapy. Patient had this ulcer for last five months. He had no history of sexually transmitted disease or trauma in the scrotal area. He is a chronic smoker for last 20 years. He had been a worker at automobile work-shop for last fifteen years. He used to wash his work-outfits infrequently. His trousers and undergarments also get soiled by engine oil quiet frequently. He had no history of previous radiotherapy.
Physical examination findings showed an oval-shaped, ulcerated-bleeding lesion on the right side of the scrotum, measuring 4x3 cm in size, and 1.5 cm in depth. The ulcer was within the skin. No palpable lymph node was appreciated. Patient had many small sebaceous cysts all over the scrotum. The patient underwent wide local excision of the skin lesion with a 2-cm margin of normal tissue. The tumor of the scrotum was not adherent or infiltrative into the testis. But the lymph nodes were adherent to the surrounding tissues. Tissues excised were submitted to histopathological examination.
Gross findings showed skin covered piece of tissue measuring 5.0x4.0x2.0 cm, with hair follicles and many sebaceous cysts. On cut section, solid white-yellow areas were seen. (Image 1) Microscopic examination of the tissue showed an ulcerated area of dysplastic stratified squamous epithelium. The sub-epithelial area showed atypical cells which are large, pleomorphic with hyperchromatic nuclei. At places islands of squamous cells with few keratin pearls are seen. There was infiltration of inflammatory cells, mainly lymphocytes, plasma cells, eosinophils and neutrophils. All margins and base were involved. The diagnosis was well differentiated squamous cell carcinoma. (Image 2) Case Report -2
A 38 year male presented at surgical out-patient department of Muzaffarnagar Medical College and Hospital in April 2014, with a cauliflower like growth at the upper part of scrotum on left side, which did not respond to therapy. Patient had this growth for last eight months. He had no history of sexually transmitted disease or trauma in the scrotal area. He is a chronic smoker for last 25 years. He had no significant occupational history.
Physical examination findings showed an exophytic growth, partly ulcerated-bleeding lesion on the right side of the scrotum, measuring 5x4 cm in size. The growth was within the skin. Palpable lymph node was appreciated in ipsilateral inguinal region. The other significant finding was that the hygienic condition was bad. (Image 3) The patient underwent fine needle aspiration cytology and was reported to be squamous cell carcinoma with marked tumor diathesis. (Image 4)
As the patient approached medical advice in a very late stage, surgery was not recommended and the patient was referred for specialized oncology center.
II. Discussion
Scrotal carcinoma is currently a rare tumor, and even more in cases with industrial exposure to carcinogens. 13 It has long been recognized that the majority of cases are related to occupational exposure. It was first described in 1775 by Percival Pott when he observed an increased incidence of scrotal carcinoma in boys working as assistants to chimney sweeps. 14 Pott correctly deduced that the prevalence of cancer of the scrotum among chimney sweeps was associated with "a lodgement of soot in the rugae of the scrotum". This was probably the first suggestion of the association of "substances" in the environment with the development of cancer in a particular occupational group. 15 Scrotal carcinoma was the first malignancy to be definitely linked to a carcinogen in the work-place. Prolonged exposure to distillates of coal and mineral oils is also associated. 6 The carcinogenic properties of mineral oils are linked to their content of polyaromatic hydrocarbons, which are present as contaminants. 16 Engine oils have elevated polycyclic aromatic hydrocarbon content with use; prolonged and repeated contact with used engine oil can cause skin and scrotal cancer. Car mechanics are at potential risk from used engine oil. 17 Few studies have correlated squamous cell carcinoma with oncogenic human papilloma viruses, but a direct causal relationship has not been derived. 18 Patients usually delay in approaching the doctor. This may be due to embarrassment, ignorance or both. 6 Squamous cell carcinoma of scrotum frequently present as a solid wart or nodule on the scrotum. Superficial ulceration may follow increase in size or the effect of scratching at the lesion. Ulcerated lesions may have a sero-sanguinous discharge. There may be ipsilateral or bilateral inguinal lymph node enlargement which may be inflammatory or neoplastic or both. Iliac nodes may be involved when there is no recognized inguinal involvement. Carcinoma scrotum tends to remain localized to the scrotal wall. Distant spread is rare. 19 Testicular and penile involvement has been reported. 19 Besides the general investigations, the diagnosis is to be confirmed by biopsy of the edge of the scrotal lesion. There remains a need for the extensive evaluation for finding out the disease extension. Abdominoperineal ultrasound, MRI of the scrotum and chest CT is desirable. 19 Ray and Whitmore 19 
III. Conclusion
To conclude, scrotal carcinoma is now a rare entity. Early medical opinion is beneficial. Awareness in our environment of the existing disease will definitely improve the index of suspicion among practicing surgeons, oncologists and patients.
